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Background: Depression is a major risk factor for suicide, but few studies have examined psychosocial
risk factors for suicide in clinical patients with depression. The purpose of this study was to investigate
psychosocial factors which could be associated with suicidal ideation in clinical patients with depression
including: sick-leave, help-seeking behavior, and reluctance to admit mental health problems.
Methods: A multi-center cross-sectional survey using self-report questionnaire was conducted at 54
outpatient psychiatric clinics in Tokyo in 2012. Adult outpatients who were diagnosed by psychiatrists as
mood disorders (F30–F39) in the International Classiﬁcation of Diseases-10 (ICD-10) were included in the
study. Those who met the criteria for current hypomanic or manic episode were excluded from the study.
Results: A total of 189 patients with depression participated in the survey. Multivariable logistic
regression analysis showed that taking sick-leave and having sought help from family were associated
with decreased odds of current suicidal ideation. Moderate or more severe depression was associated
with increased odds of suicidal ideation, and reluctance to admit own mental health problem tended to
increase odds of suicidal ideation.
Limitations: Living status and suicidal ideation before consultation with psychiatrist were not investi-
gated. Severity of suicidal ideation and comorbid psychiatric disorders were not assessed.
Conclusions: Importance of treatment of more severe depression for suicide prevention was conﬁrmed.
Industrial health staffs should consider the possibility of positive effect of taking sick-leave when they
see employees with depression. Promoting help-seeking for family and reducing stigma of mental illness
may be effective for suicide prevention.
& 2013 The Authors. Published by Elsevier B.V. Open access under CC BY-NC-ND license.1. Background
Depression is a strong risk factor for suicide (Cavanagh et al.,
2003; Arsenault-Lapierre et al., 2004; Hawton and van Heeringen,
2009), and therefore several educational strategies have been
taken for general public and primary care physician to promote
treatment use for depression (Rutz, 2001; Paykel et al., 1998).
However, many patients with depression commit suicide despiter B.V.
try and Behavioral Sciences,
Kamikitazawa, Setagaya-ku,
1 3 5316 3150.
Open access under CC BY-NC-Ntheir use of mental health service (Liu et al., 2012). A number of
studies have identiﬁed medical risk factors of suicidal ideation/
attempts among clinical patients with depression including
depression severity (Roy, 1993), co-morbid personality disorder
(Soloff et al., 2000), substance-use disorders (Claassen et al., 2007),
and anxiety disorders (Bolton et al., 2008).
However, there have been few studies which examined psy-
chosocial risk factors for suicidal ideation in clinical patients with
depression. For example, with regard to working status, it has
been unclear whether taking sick-leave is protective for suicide or
not. A cohort study reported that risk of suicide was higher in
those who took sick-leave than those who did not (Mittendorfer-
Rutz et al., 2012). However, as this cohort included employees
irrespective of mental health, the observed association might just
reﬂect that those with mental health problems tended to take sick-
leave. Because depression is a common serious problem among
working people (Kessler et al., 2008), evidence on the associationD license.
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prevention. Moreover, although the association between lower
help-seeking intention and stronger suicide intent was suggested
in non-clinical samples (Deane et al., 2001), the association has not
been examined in clinical patients with depression. Furthermore,
while reluctance to admit having mental health problems was
prevalent in adolescent suicide completers (Moskos et al., 2007),
there has been no study which examined the association between
reluctance to admit one's own mental health problems and
suicidal ideation in clinical patients with depression.
The objectives of this study were to investigate the association
between those psychosocial factors above and suicidal ideation
among clinical patients with depression. We included taking sick-
leave, help-seeking behavior before consultation with a psychia-
trist, and reluctance to admit one's own mental health problem
into examination.Table 1
Demographic characteristics of the participants.
N %
Total 189 100.0
Sex
Male 95 54.8
Female 79 45.2
Age group
20–29 39 22.4
30–39 43 24.7
40–49 51 29.3
50–59 24 13.8
60– 17 9.7
Occupation
Full time 81 43.1
Part time 4 2.1
Student 8 4.3
Housewife 16 8.5
Sick-leave 47 25.0
Unemployed 32 17.0
Severity of depressiona
Mild 67 38.7
Moderate 94 54.3
Severe 11 6.4
Current suicidal ideation
Yes 53 30.5
No 117 67.2
Unknown 4 2.3
a Severity based on International Classiﬁcation of Diseases-10 (ICD-10).2. Materials and methods
2.1. Study design, sample, and survey procedures
This study was a multi-center cross-sectional survey using a
self-report questionnaire. We asked 197 clinics which belonged to
the Tokyo Association of Psychiatric Clinics and 52 other clinics
and hospitals in Tokyo which we knew in person, for participation
in the survey. Of the 249 potential participating psychiatric clinics,
81 clinics accepted undertaking the survey. Of these, 54 clinics
gave at least one valid response. The survey period was from
February 13th to 19th, 2012. The participants of the survey were
adults (≥20 years) who ﬁrst visited the participating outpatient
psychiatric clinic since January 2012, and who was diagnosed as
mood disorders (F30–F39) in the International Classiﬁcation of
Diseases-10 (ICD-10) by psychiatrists. Those patients who met the
criteria for current hypomanic or manic episode were excluded
from the study. In the survey period, each eligible patient was
asked to participate in the survey by the psychiatrist in charge. The
participants were involved with the survey on a voluntary basis,
and written informed consent for participation in the survey was
obtained from the patients. The patients completed the question-
naire in separate rooms at the clinics, and these questionnaires
were collected at the clinics. The psychiatrists in charge also
completed the questionnaire for doctors. This study was con-
ducted in accordance with the Declaration of Helsinki and under
permission from the ethical committee of Tokyo Metropolitan
Institute of Medical Science.
2.2. Measures
The questionnaire for patients included the following items:
working status, help-seeking behavior before consultation with a
psychiatric clinic, hesitation for visiting psychiatrists, and the
reasons for hesitation. The questionnaire for psychiatrists included
the following information about the patient: sex, age group,
current suicidal ideation, severity of depression based on ICD-10.
Help-seeking behavior was evaluated using the following
question: “Have you consulted with someone about your mental
distress before consulting with this clinic/hospital?” The partici-
pants were asked to choose all persons from the list including:
family members, friends, colleagues or superiors in the workplace,
physician or health staff in the workplace, teacher, other psychia-
trist, other doctor, health center, counselor, helpline, and bulletin
board on the internet.
Hesitation for visiting psychiatrists was assessed dichoto-
mously using the following question: “Did you hesitate to visit
the psychiatric clinic?” Those patients who answered positively tothe question were asked to choose all the reasons for hesitation
from the following list: “I thought I would recover naturally as
time went by”, “I did not want to admit that I had mental health
problems”, “I was concerned about how others would think”, “I was
objected by people around me”, “I was concerned about cost for
treatment”, “I did not want to take medicines”, “Going to hospital
took time”, “Making an appointment was difﬁcult”, “Other reasons”,
and “Do not know”.
2.3. Analysis
Multivariable logistic regression modeling was used in which
the dependent variable was current suicidal ideation and inde-
pendent variables were sex, age, working status, severity of
depression, help-seeking behavior, and reason for hesitation for
visiting psychiatrists. All the analyses were conducted using SPSS
version 20.0 and JMP version 9.3. Results
A total of 189 patients participated in the survey. Most patients
received treatment at medical clinics, while only 4 patients received
treatment at outpatient clinics in hospitals. The demographic
characteristics of the participants are shown in Table 1. Female/
male ratio was about 0.8, and approximately half of the patients
were less than 40 years of age. The majority of the patients were
working or taking sick-leave. Approximately one third of the
patients had current suicidal ideation. Most patients (87.8%) had
sought help before visiting psychiatrists, and in general, non-
professionals were preferred compared with health professionals
as a source of help before consultation with a psychiatrist. Family
was most selected as a source of help (55.0%), followed by friend
(27.5%), and colleague or superior in a company (27.0%). Health-
related professionals including other psychiatrists (14.3%) and
physician or health staff in a company (11.6%) were generally not
favored for seeking help compared with non-professionals.
Approximately one third of the patients felt hesitation for visiting
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tion for visiting psychiatrists (Table 2). Reluctance to admit to
having a mental health problem (“I did not want to accept that I
had mental health problems”) was the most chosen reason for
hesitation to visit psychiatrists (57.6% of those who felt hesitation).
Other common reasons included thoughts about anticipated dis-
crimination (“I was concerned about how others would think”) and
unwillingness to take medicines. Problems regarding access to
psychiatrists (i.e. cost, time, and appointment) were less common
as the reasons for hesitation. As a result of multivariable logistic
regression analysis, taking sick-leave and having sought help from
family were associated with decreased odds of current suicidal
ideation (Table 3). On the other hand, moderate or more severe
depression was associated with increased odds of current suicidal
ideation. In addition, there was a tendency that reluctance to admit
one's own mental health problem was associated with increased
odds of current suicidal ideation.Table 2
Hesitation of consultation with a psychiatrist and reasons for hesitation.
N %
Hesitation to consult with psychiatrist
Yes 66 35.3
No 88 47.1
Do not know 33 17.6
Reasons for hesitation (N¼66)
Did not want to admit own mental health problem 38 57.6
Concerned about how others would think 30 45.5
Thought I would recover naturally by time 24 36.4
Did not want to take medicines 23 34.8
Treatment would cost 5 7.6
Others objected 3 4.5
Going to hospital took too much time 2 3.0
Difﬁcult to make an appointment 2 3.0
Other reasons 8 12.1
Do not know 2 3.0
Table 3
Multivariable logistic regression of each variable on suicidal ideation.
Total N N w
Sex
Male 93 31
Female 77 22
Age group
20–29 36 9
30–39 42 11
40–49 51 16
50–59 24 11
60– 17 6
Working status
Employee or student 86 32
Housewife 15 3
Sick-leave 40 7
Unemployed 28 11
Severity of depression
Mild 67 12
Moderate 90 31
Severe 11 9
Help-seeking behavior before consultation
Family 91 24
Friend/colleague/teacher 80 20
Health professionals (doctor, nurse, counselor) 57 20
Reason for hesitation for consultation
Thought I would recover naturally by time 22 5
Did not want to admit my own mental health problem 36 13
Concerned about how others would think 26 8
Did not want to take medicines 22 64. Discussion
This multi-center cross-sectional study examined the associa-
tion between psychosocial factors and suicidal ideation in clinical
patients with depression. The results of this study showed that
taking sick-leave and having sought help from family were
associated with decreased odds of current suicidal ideation. On
the other hand, moderate of more severe depression was asso-
ciated with increased odds of current suicidal ideation, and
reluctance to admitting having mental disorder tended to increase
odds of current suicidal ideation.
The result of this study suggests the possibility that taking sick-
leave may be preventive for suicidal ideation in patients with
depression. There may be several explanations for this association.
First, release from duty of work may decrease physical burden, which
lead to diminish/prevent suicidal ideation among people with depres-
sion. Second, as the previous study found that extended missed work
hours were associated with suicidal tendency (Claassen et al., 2007),
sick-leave may diminish/prevent suicidal ideation by mitigating self-
blame due to missing work hours. Third, because taking sick-leave
often require help-seeking to colleagues or superiors, the association
may also reﬂect negative correlation between help-seeking tendency
and suicidal ideation.
Several explanations can be made for the association between
having sought help from family and decreased risk of current
suicidal ideation. First, talking about one's problems with family
might lead to solution of problems or relieving the agony of the
patients, and thus diminish/prevent suicidal ideation. Second,
those who did not have suicidal ideation might tend to seek help
from family, which is consistent with previous ﬁndings that lower
help-seeking intention was associated with higher level of suicidal
ideation (Deane et al., 2001; Wilson et al., 2010). This tendency,
which is called “help-negation effect”, was assumed to derive from
cognitive distortion, irrational cognitive/affective state, and irra-
tional problem-appraisal processes (Deane et al., 2001). Although
having sought help from professionals was not signiﬁcantly
associated with decreased odds of suicidal ideation, this mightith SI % Odds ratio 95% CI p-value
33.3 1.36 (0.57–3.25) 0.49
28.6 (reference)
25.0 (reference)
26.2 0.75 (0.21–2.64) 0.66
31.4 1.04 (0.31–3.51) 0.95
45.8 1.31 (0.33–5.25) 0.97
35.3 0.97 (0.19–5.07) 0.97
37.2 (reference)
20.0 0.24 (0.04–1.47) 0.12
17.5 0.21 (0.07–0.62) 0.01
39.3 0.55 (0.17–1.76) 0.32
17.9 (reference)
34.4 3.98 (1.63–9.72) o0.01
81.8 59.62 (8.14–436.80) o0.01
26.4 0.42 (0.18–0.94) o0.01
25.0 0.55 (0.24–1.22) 0.14
35.1 1.48 (0.66–3.32) 0.34
22.7 1.22 (0.29–5.20) 0.79
36.1 3.55 (0.89–14.07) 0.07
30.8 0.67 (0.17–2.71) 0.58
27.3 0.35 (0.08–1.59) 0.17
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seek help directly from professionals.
The trend for the association between reluctance to admit one's
own mental illness and increased risk of suicidal ideation was
consistent with a previous study in which reluctance to admit
having a mental health problem was prominent in youth suicide
completers (Moskos et al., 2007). Stigma of mental illness may
exist behind reluctance to admit having mental illness. Because
attribution to personal weakness is one of the most common types
of stigma of mental illness which was also associated with less
help-seeking intention for mental disorders (Nakane et al., 2005;
Yap et al., 2011), correcting inappropriate attribution to personal
weakness and promoting help-seeking behavior for mental health
problems may be effective for suicide prevention.
More severe depression was associated with increased risk of
suicidal ideation, which was consistent with the previous study (Bi
et al., 2012). This afﬁrms that the treatment of more severe
depression is important for suicide prevention. It is desirable that
gatekeepers would assess severity of depression and encourage
especially those with more severe forms of depression to seek
treatment from professionals, while antidepressant treatment for
depression was efﬁcacious regardless of baseline severity of
depression (Gibbons et al., 2012).
This study revealed that the majority of patients who visited a
psychiatrist due to depression had sought help from non-
professionals before consultation with a psychiatrist. This was
consistent with the previous ﬁndings that people preferred help
from non-professionals rather than professionals in case of depres-
sion (Sakamoto et al., 2004; Jorm et al., 2007). In addition, this
study revealed that family was the most preferred source of help
for depression before consultation with a psychiatrist. This was in
accordance with the previous survey using general young people
which showed that family was the most preferred source of help
among non-professionals in case of depression (Jorm et al., 2007).
Based on the results of this study, educational programs for the
general public should direct peoples' attention to mental health of
their families in order to promote appropriate consultation with
professionals. However, at the same time, we should note that
public educational programs about depression are not enough for
suicide prevention, because suicidal people may not consult with
family about their mental distress.
Substantial proportion of patients who visited a psychiatrist
due to depression felt hesitation to visit a psychiatrist. Reluctance
to admit one's own mental health problem was the strongest
barrier to treatment which was chosen by more than half of those
who had a hesitation to visit a psychiatrist. This trend may in part
reﬂect that self-stigmatization is an important barrier to help-
seeking for depression (Schomerus et al., 2009). In a population-
based survey, it was shown that personal negative attitude
towards someone seeing a psychiatrist was a strong barrier to
help-seeking in case of depression (Schomerus et al., 2009).
Accessibility to a psychiatrist did not seem to be a huge barrier;
however, it might be because this study was conducted in Tokyo
where there are plenty of psychiatric clinics to which patients can
access freely.
Several limitations should be considered in interpreting this
study. First, we did not investigate whether each patient lived with
family or not. Therefore, not having sought help from family might
just reﬂect living alone, which was found to be a risk factor for
suicidal ideation (Almeida et al., 2012). However, because land
and/or mobile telephone and the internet are widespread in Japan,
living alone may not be a strong barrier to seeking help from
family. Second, because we did not evaluate suicidal ideation at
the time of help-seeking before consultation with a psychiatrist
and/or starting sick-leave, causal relationship between help-
seeking before consultation with a psychiatrist, taking sick-leave,and current suicidal ideation cannot be determined. Third, because
the patients were recruited mainly in medical clinics rather than
hospitals, we could not eliminate the possibility that the associa-
tion between sick-leave and decreased risk for suicidal ideation
might be biased by the sampling strategy. Severely suicidal
patients who took sick leave might tend to go to outpatient clinics
in hospitals rather than to medical clinics, which leads to the
association between sick leave and decreased risk for suicidal
ideation. Fourth, severity of suicidal ideation and comorbid psy-
chiatric disorders were not assessed.
Several important clinical implications can be obtained from
this study. Industrial physicians and health staffs should consider
possibility that taking sick-leave may decrease risk for suicidal
ideation when they see employees who have severe depression.
For suicide prevention, educational intervention which aims at
correcting inappropriate attribution to mental illness and promot-
ing help-seeking for mental distress may be effective. Importance
of treatment of moderate or more severe depression should be
emphasized in educational interventions for gatekeepers. Clini-
cians should note that many patients with depression have
hesitation for treatment, therefore should make efforts to relieve
the hesitation in order to prevent disengagement from services.
As a recommendation for future investigation, a study which
examines suicidal ideation both before and after taking sick-leave
or seeking help from family should be undertaken both in hospital
and medical clinics to investigate the causal relationship between
these factors. Examination of the effect of promoting seeking help
from family after consultation from psychiatrist on suicide pre-
vention would have clinical interest.
In conclusion, we conﬁrmed the importance of treatment of
more severe depression for suicide prevention. Industrial health
staffs should consider the possibility of preventive effect of taking
sick-leave on suicidal ideation when they see employees with
depression. Promoting help-seeking for family and reducing
stigma of mental illness may be effective for suicide.Role of funding source
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